has a potential for producing a wide range of symptoms, including abdominal pain and back pain. 2 The latter is particularly difficult to interpret in patients with chronic rheumatological conditions, and delayed diagnosis may be associated with a poor outcome. We present a patient with rheumatoid arthritis and chronic low back pain, wh ? developed bilateral leg weakness and hesitancy of micturition, due to an abdominal aortIc aneurysm invading the spine.
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Case report
A 69-year-old female with chronic seropositive erosive rheumatoid arthritis of 28 years duration was admitted with a 4 year history of pain in the lower back, becoming more severe and radiating to the right thigh, a feeling of abdom inal distension and intermittent constipation.
She had been seen by a general surgeon 2 years previ ously because of diarrhoea and low abdominal and back pain, thought to be due to diverticular disease. There was a past history of peptic ulcer, and she had developed diabetes mellitus 4 years previously. She had taken prednisolone 5 mg daily for the previous 28 years.
On examination she was very frail, with well established chronic rheumatoid deformities, but with no evidence of active inflammatory disease. She walked with difficulty, using one stick, but neurological examination was normal.
She was tender in both iliac fossae and the suprapubic region, but no masses were palpable, and was also very tender over the third, fourth and fifth lumbar vertebrae. A provisional diagnosis of osteoporotic vertebral collapse was made.
A lumbar spine radiograph revealed an abnormal L5 vertebral body. The superior end plate was ill-defined, with apparent erosion of the inferolateral aspect of the lateral part of the body.
Repeated blood cultures were negative, but, a techne tium bone scan showed increased uptake involving the inferior aspect of the body of L4 and the body of L5 suggestive of an infective process.
In view of the bone scan findings, she was commenced on intravenous antibiotics but her condition continued to de teriorate, and she required increased doses of opioids for pain. She developed recurrent abdominal pain and consti pation and was referred for a general surgical opinion, as it was thought that she had developed intestinal obstruction. terior and lateral to it was not, however, clearly demon strated on the non-contrast examination. It was thought that the underlying pathology was a metastatic lesion caus ing destruction of the bodies of L4 and L5 with associated paraspinal masses, and that the aneurysm was an incidental finding.
CT was repeated a week later with contrast. The main abnormality was a large paravertebral mass present bilater ally and almost symmetrically from L3 to Sl. Anteriorly this incorporated a grossly enlarged terminal portion of the abdominal aorta, with no obvious wall separating the lumen from the retroperitoneal fat or the abscess posteriorly.
Bilateral hydronephrosis was noted, more marked on the right side.
The conclusion was that the appearances were those of osteomyelitis of the fourth and fifth lumbar vertebrae, with a paravertebral abscess and a mycotic fusiform aneurysm of the terminal abdominal aorta, complicated by hydronephro sis. At operation a large aortic aneurysm eroding the vertebrae was found, but no evidence of infection was seen.
She was treated by resection of the aortic aneurysm with a right axillobifemoral graft. At the same operation she also had acrylic cement put into the bodies of L4 and L5. She made a slow recovery and was subsequently able to weight bear and walk a few steps with a walking frame.
Discussion
Several unusual manifestations of abdominal aortic aneurysm have been described. These include chronic contained rupture, inflammatory aneurysm, aortoven ous fistula, 'mycotic' or infected aneurysm, aortoen teric fistula and atheroembolism,2 recurrent spinal cord ischaemia,3 paraparesis due to an anterior spinal artery syndrome as a result of an infrarenal aortic aneurysm,4
and direct erosion of the vertebral bodl and spinal cord compression by an infected aneurysm.
Although spinal cord ischaemia is a recognised complication of an abdominal aortic aneurysm, such a presentation is extremely rare and unless one is alert to this fact, it can be easily missed. conservatively and the paraparesis partially resolved, only for further deterioration to occur after 8 months. She died 3 years later due to rupture of the aneurysm.
It was postulated that either she had had repeated embolisation from thrombosis in the aneurysm to the radicular arteries, or that the mouths of the regional radicular branches were progressively occluded due to the enlarging thrombus.
Our patient was different in that she had a destruct ive process in the vertebrae, which was initially thought to be due to osteomyelitis, and it was only the lack of response to antibiotics that prompted further investiga tions to be done. Once the aneurysm had been resected she made a slow but partial neurological recovery.
We can only conclude that the destructive process seen in L4 and L5 was caused by direct pressure from the aortic aneurysm.
